People with co-occurring diagnoses of serious mental illness (SMI) and substance abuse enter the criminal justice system as defendants, serve time in prison and jails, and frequently re-enter the system as repeat offenders (Kinget al., 2009; Steadman et al, 2009 ). Over 1.1 million people diagnosed with mental illness are arrested in the United States each year (Lyons & Walsh, 2010; Steadman et al., 2009) . In fact, incarceration of people with diagnoses of SMI is eight times the rate of public psychiatric hospitalization (Akland, 2010; SAMHSA, 2009 ) and 15% of men and 31% of women in jails and prisons meet criteria for a serious mental illness (Steadman et al., 2009) . One effort to reduce the number of people with SMI in jails and prisons is the development of mental health courts (MHCs) both in the United States and internationally (World Health Organization, 2004) . Currently, the number of MHCs approaches 320, compared to the original two MHCs in 1997 (Lerner-Wren, 2010; Steadman et al., 2010) . In their seminal longitudinal, multi-site study, Steadman and colleagues (2010) found that MHCs achieved key criminal justice goals of significantly reduced rates of recidivism, reduced time in incarceration for participants, and improved public safety outcomes. Their study provides support for the notion that MHCs can be an effective tool for reducing criminal justice involvement for people with serious mental illness, yet the mechanisms underlying this observed effect are not yet understood.
Despite compelling evidence that MHCs have positive effects on costs, criminal justice burden, and public safety outcomes, there is durable documentation of variability in the practices of MHCs (Redlich et al., 2006) and a general lack of consensus on what aspects of MHC practice are more likely to facilitate positive outcomes. Thus, research is needed to deduce which aspects of MHC practice are most effective. An area that is relevant in this regard concerns the concept of recovery-oriented services. Recoveryoriented services are distinguished by policies, procedures, interventions, and attitudes that have been identified as supporting mental health recovery (Anthony, 1993 (Anthony, , 2000 (Anthony, , 2004 Barton, 1998; Frese et al., 2001; Onken et al., 2007) . At the most foundational level, recovery-oriented services have been aligned with basic human rights and social justice (e.g., Jacobson & Greenley, 2001) . Recovery has been defined as a "process of changing one's attitudes, values, feelings, goals, skills and/or roles [in order to live] a satisfying, hopeful, and contributing life even with the limitations caused by the illness" (Anthony, 1993, p. 13) . Recovery approaches to complex mental health and substance use disorders promote opportunities for citizens to live lives worth living, to work, and to participate in valued roles and occupations in their communities (e.g., Anthony, 1993; Barber, 2012; Deegan, 1988; Harding, 2005; Hogan, 2003; New Freedom Commission, 2003; Slade, 2009 ). Recovery-centered practices prescribe collaborative treatments, equal access to effective services, and opportunities for employment, education, and self-advancement.
The extent to which MHC practices align with recoveryoriented principles and facilitate recovery has not been explored; however, there are strong conceptual links between the MHC approach and the mental health recoveryorientation. Fisler (2005) highlights that MHCs, in the ideal, aim to partner with defendants and community agencies to "foster therapeutic alliances . . . using . . . technique[s]-[of] empathy, warmth, and allowance of self-expression" (p. 597). Recovery in social contexts-the capacity for a life worth living outside of complex conditions, systems, and forensic supervision-aligns with key components of procedural justice. The capabilities approach to recovery (Hopper, 2007) offers an analogous conceptual framework to procedural justice. Each approach is punctuated by participation (having a voice)-the opportunity to present one's own side of the dispute and be heard by a decision maker with authority; dignity-to be treated with respect and personhood; hope, to have one's rights acknowledged; and trust that members of the community associated with the highest level of authority are concerned with one's welfare.
Although previous studies suggest that low levels of coercion and high levels of perceived fairness in MHCs are related to reduced recidivism (Christy et al., 2005) , MHC procedures have been critiqued as inherently coercive and likely discordant with principles of recovery (Ryan & Whelan, 2012) . To access MHCs as an alternative to incarceration, defendants with psychiatric diagnoses either agree to court-ordered conditions of treatment through dual allocutions of persistent illness and law violation or face typical prosecution and probable (re)incarceration. The line between coercion and choice may indeed be narrow. The concept of legal coercion does not necessarily coincide with the psychological perception of coercion (Winick, 2002) . Monahan and colleagues' MacArthur studies (Monahan et al., 1995) examined the causes and correlates of what makes people feel coerced and concluded that, even though individuals were subjected to legal compulsion, they did not feel coerced when treated with dignity and respect by people who they perceived as providing them with a sense of "voice" (the ability to have their say), and with "validation" (the impression that what they said was taken seriously) (Morrissey, Fagan, & Cocozza, 2009) .
Negative pressures, such as threats and force, tended to make individuals feel coerced, whereas positive pressures, such as persuasion and inducement, did not (Winick, 2002) .
The present study explored elements of recovery practice within the contexts of four metropolitan mental health courts through the lens of the Capabilities Framework (CF; Sen, 1999) . A capabilities-informed approach to recovery from SMI invites one to consider how social contexts confer opportunities "for lives worth living" by considering the social structural factors that constrain or facilitate functioning (Hopper, 2007) . To date, some preliminary efforts have been made to use the capabilities approach to rethink recovery and community inclusion as behavioral health "outcomes" that support self-determination, and make the case for peer participation in research (Hopper, 2007; Hopper & Lincoln, 2009) . Such is the origin of the present community-based participatory research (CBPR) study. The MHC project arose from a participatory research program dedicated to exploring the meaning and determinants of social recovery for persons diagnosed with severe mental illness. CBPR stakeholders implemented a portfolio of research on social recovery for people with severe psychiatric disability that targeted well being, social participation and self-determination as core capabilities of lives worth living. Accordingly, service users, providers, and policy makers as well as investigators participated in the development and implementation of research. Of the four MHC project investigators, one researcher had lived experience with psychiatric and criminal justice systems. The peer leader of this study had both the lived experience of long term addiction as well as multiple voluntary and involuntary admissions to locked psychiatric units based upon the diagnosis of a bipolar disorder, in addition to criminal justice involvement. The peer leader joined academic researchers to design a study to query the adaptation of Sen's CF to recast substantive issues, functional outcomes with the enabling means of community contexts through MHCs. This project represented, activated, and supported the CBPR approach with a broad assembly of community and academic partners built in from the start.
As a substantive freedoms approach to human development, CF emphasizes agency, and the importance of maximizing a person's freedom and voice to "choose a life that one has reason to value" (Sen, 1999, p. 18) . The present study examined the association between MHC participants' symptoms, subjective recovery experience, perceptions of coercion and procedural fairness, and criminal justice outcomes in the 12-month period following enrollment in four metropolitan MHCs. Consistent with principles of CBPR, the research question was peer (forensic/mental health consumer) driven and the research team incorporated members of the mental health disability community in roles of leadership, training, project implementation and analysis. The MHC CBPR project team examined: (1) how defendants' perceptions of court practices, particularly with regard to procedural justice and coercion, relate to perceptions of mental health recovery and psychiatric symptoms, and, (2) how perceptions of procedural justice and mental health recovery relate to subsequent criminal justice outcomes. It was hypothesized that perceived coercion and mental health recovery would be inversely related, that perceived coercion would be associated with worse criminal justice outcomes, and perceptions of mental health recovery would be associated with better criminal justice outcomes.
METHOD Participants
Study sites included Westchester County, Brooklyn, Bronx, and Queens, New York, MHC programs. Diversion was offered as a voluntary alternative to incarceration for criminal defendants who meet New York state criteria for serious and persistent mental illness (SPMI), including a DSM-IV-TR Axis I diagnoses other than substance use/abuse, organic brain syndromes, developmental disabilities or social conditions; functional impairment due to mental illness; SSI or SSDI due to mental illness, and/or reliance on psychiatric treatment, rehabilitation and supports (New York State Office of Mental Health, 2012). The study sample consisted of 51 criminal defendants newly enrolled in four MHCs in the New York City-area. Our recruitment strategy consisted of attempting to recruit all individuals newly enrolled into each of the four MHCs within a three-month period. In order to do so, we arranged to approach new enrollees shortly after they had been accepted by the MHC diversion team. All enrollees that we approached participated in the project, so we encountered no direct "refusals." However, some enrollees may have told the diversion team that they were not interested in speaking with the research team about the project. Unfortunately, we cannot estimate how many such "refusals" occurred.
Due to the comparative nature of the analyses, all courts are hereafter de-identified. Courts were randomly designated A, B, C, or D. Of the 51 total baseline interviews, 47.1% were conducted at Court A, 35.3% were conducted at Court B, 11.8% were conducted at Court C, and 5.9% were conducted at Court D. Due to the small sample attained in courts C and D, these participants were omitted from comparative analyses. Participants in the current study had a mean age of 39.46 (age range 20 to 62) and were mostly male (64.7%). Racially, the sample was 40.8% African American, 36.7% Latino, 16.3% white, 4.1% Asian, and 2% "other." Most participants (42.0%) had either attained a high school diploma or GED, or no diploma or GED (36.0%), followed by some college (10.0%), an associate's degree (2.0%), a bachelor's degree (2.0%), some graduate school (2.0%), or graduate/professional school (6.0%).
Measures

Psychiatric Symptoms and Perceived Recovery
The Colorado Symptom Index (CSI; Shern et al., 1994 ) is a 16-item self-report measure of psychiatric symptoms that has been widely used among diverse psychiatric research samples. Boothroyd and Chen (2008) established a cut-off score of 30 to indicate the probable functional impairment and a need for additional psychiatric assessment. Participants in this sample were highly symptomatic at baseline (M = 40.61, SD = 14.70, SE = 2.08, range = 15 to 71). Sixty-six percent of the sample scored at or above the cutoff of 30 recommended by Boothroyd and Chen (2008) as a marker of clinically significant symptoms. Of those, 64% had scored at or above 45, suggesting a highly symptomatic defendant population. The measure's reported specificity (.68) and sensitivity (.76) further suggest that CSI scores above the proposed cut-off are good discriminators of individuals with psychiatric disabilities. Cronbach's alpha of the CSI has been estimated as between .90 to .92 in previous studies (Boothroyd & Chen, 2008; Conrad et al., 2001) which was replicated in the present sample (alpha = .90), indicating a high degree of internal consistency.
The Recovery Assessment Scale (RAS; Corrigan et al., 2004 ) was used to measure participants' subjective sense of recovery. The RAS is a 41-item self-report scale. The RAS is primarily a measure of the subjective dimensions of recovery, as it does not assess functional improvement. It has been found to have five empirically-derived factors: Confidence and Hope (this consists of items regarding self-esteem and hope), Willingness to Ask for Help (which addresses helpseeking), Goal and Success Orientation (which addresses the presence of goals and confidence), Reliance on Others (which addresses reliance on others for support) and Non-Domination by Symptoms (which consists of items concerning the degree to which psychiatric symptoms are the focus of the person's life). In the present study, we found the RAS to have acceptable internal consistency (alpha = .85).
Procedural Justice and Perceived Coercion
Consistent with previous empirical literature on application of procedural justice theory to diversion programs (e.g., O'Keefe, 2006; Poythress et al., 2002; Tyler, 2006) , two Likert-scale self-report measures were used to assess thematic components of procedural justice: the Perceptions of Procedural Justice (PPJ; Cascardi, Poythress, & Hall, 2000; Poythress et al., 2002) and the Impact of Hearing (IOH; adapted from Poythress et al., 2002) . The MacArthur Admission Experience Survey: Short Form (MAES; Gardner et al., 1993) was also administered. On the PPJ, participants are asked to rate on a Likert scale the degree to which (1) they had an opportunity to tell the judge about their personal and legal circumstances, (2) they felt that the judge seemed genuinely interested in them as a person, (3) the judge treated them with respect, (4) the judge treated them fairly, (5) they were satisfied with how the judge treated them and dealt with their case, and (6) they were satisfied with the decisions made regarding their case. Cronbach's coefficient alpha calculated among the current sample suggests an acceptable degree of internal consistency among PPJ scale items (alpha = .71). The possible range of scores on the PPJ is 7to 42. The observed range in the current sample was 8 to 42.
In contrast with the more traditional aspects of procedural justice that are measured by the PPJ, the six-item IOH seeks to assess the emotional impact of the court experience on the defendant. On a Likert scale, participants rate whether they felt (1) worse or better, (2) more upset or more calm, (3) less respected or more respected, (4) more confused or more informed, (5) less hopeful or more hopeful, and (6) good or bad in comparison to how they felt prior to court. The IOH aims to target participants' sentiment regarding the totality of the court experience. The IOH demonstrated good internal consistency in the current study (alpha = .84). For the IOH, the possible range is between 7 and 42 and the observed range was 10 to 42.
Perceived coercion was assessed using the MAES (Gardner et al., 1993) . The MAES is a 16-item measure comprised of the Perceived Coercion Scale, Negative Pressures Scale, and Voice Scale. All questions require a True/False/Don't Know forced choice response. Responses are then quantified using a scoring schematic provided by the authors. The perceived coercion scale includes positively worded items and relates to perceptions of choice and voluntariness in joining MHC. The negative pressures scale includes mostly negatively worded items and relates to perceptions of being threatened with commitment and other sanctions in order to coerce participation in MHC. The voice subscale includes items about perceptions of being able to express one's views and desires in the process of admission to MHC. Because the questions in the original version of the scale are directed toward an inpatient population, for the current study questions were rephrased to reflect the experiences of the participants in the context of MHC. A mean imputation approach was used to account for missing values so that mean scores could be computed for each subscale on the MAES. Internal consistency for the subscales was moderate, ranging from .52 to .61. Of 816 total items, there were 32 missing item responses for the MAES, or .04% of overall responses for this scale. On the MAES, possible scores range from 0 to1, and the observed range was from .33 to .83 for Negative Pressures, 0 to 1 for Voice, and 0 to 1 for Perceived Coercion.
Criminal Justice Involvement
Data on criminal justice involvement were obtained from the New York State Department of Criminal Justice Services (NYSDCJS). The NYSDCJS records all events of criminal justice involvement occurring in New York state, including arrests, arraignments, jail episodes, and prison sentences. Lifetime data on criminal justice involvement were requested for all participants with an available New York State identification number (50 of 51 participants). After data were obtained, a manual review was conducted to identify all arrests, jail and prison episodes recorded during the 12-month period following the baseline interview. After NYSDCJS administrative data were added to the file with interview data, the data on arrests, jail and prison episodes were combined into a new dichotomous variable labeled "any criminal justice involvement," which represented having any recorded criminal justice involvement in the year following the baseline interview.
Procedure
Defendant Interviews
After establishing contact with the MHC diversion teams, research assistants were asked to be contacted whenever new defendants were enrolled in the MHC. Defendants recently enrolled in the MHC within the past four weeks who were no longer incarcerated were considered eligible for the study. An attempt was made to approach all newly enrolled participants at all four MHCs within three weeks of court enrollment. Baseline interviews were orally administered between October 2009 and September 2010. All interviews were conducted by trained Masters-level Research Assistants. After obtaining informed consents, interviewers verbally administered the previously described measures. Participants were compensated with the equivalent of $20 either in cash or with a gift card, depending on the form of incentive preferred by individual MHC diversion teams for the study participants in their Court.
RESULTS
Of the 51 participants for whom data were available, 11 participants (21.6%) had some criminal justice involvement in the 12-month period following the baseline interview. Ten participants (19.61%) had a documented arrest. Of these participants, five (50%) had been arrested once, two (20%) had been arrested twice, two (20%) were arrested three times, and one participant (10%) had been arrested four times. Three participants (5.9%) had some documented jail days during the 12-month follow-up period, with the number of days ranging from 60 to 184. Finally, only one participant (2.0%) had a documented prison sentence. Since rates for criminal justice involvement were low overall, and all except one participant with criminal justice involvement had a documented arrest, we collapsed data on criminal justice into a single categorical variable (0 = no criminal justice involvement, 1 = criminal justice involvement). Table 1 presents demographic characteristics of participants by criminal justice involvement status. As can be seen in Table 1 , there were no statistically significant differences between the two groups on age, education, sex, and race/ethnicity. However, as there was evidence for a trend for participants with criminal justice involvement to be more likely to be African American, we conducted an additional analysis comparing participants of African American race to all other participants, and found that, when divided in this manner, there was a statistically significant difference between the two groups (χ 2 = 5.76, df = 1, p = .04), with participants with criminal justice involvement more likely to have been African American. There were no site differences between courts A and B in degree of criminal justice involvement in the 12-month follow-up period studied. Table 2 presents data on correlations between study scales and demographic variables at baseline. As can be seen in Table 2, subjective mental health recovery as reflected in the RAS was unrelated to demographic variables (with the exception of a trend for female participants to have higher RAS scores) but was negatively related to psychiatric symptoms as measured by the CSI, and, as hypothesized, positively related to perceived procedural justice as measured by the PPJ, and negatively related to perceived coercion as measured by the MAES. The three MAES subscales were not related to psychiatric symptoms as measured by the CSI, but were related to education (participants with more education perceived both more voice and more coercion), and voice was also negatively related to female gender. Two MAES subscales (negative pressures and perceived coercion) were strongly significantly associated with reduced perceived procedural justice. No study scales were significantly associated with race (African-American vs. others). Additional analyses (not in Table 2 ) explored whether there were any site differences between the two MHCs with sufficient numbers of participants to allow for comparisons (courts A and B). There were no significant differences between the two courts in any of the study scales or demographic variables, although there were non-significant trends for participants in court A to show more perceived coercion in 2 MAES subscale scores: negative pressures (M Court A = .69, SD = .17, M Court B = .78, SD = .13; F = 3.6, df = 1, 40, p = .06), and voice (M Court A = .19, SD = .25, M Court B = .37, SD = .42; F = 3.1, df = 1, 39, p = .08). Table 3 presents data on scales assessing perceived procedural justice, psychiatric symptoms, and perceived recovery by criminal justice involvement in the 12 months following their initial interview. As can be seen in Table 3 , two procedural justice measures differed by criminal justice involvement: the PPJ scale and the negative pressures subscale of the MAES. In the case of the PPJ, participants with criminal justice involvement perceived less procedural fairness in their interactions with the mental health court, while in the case of the negative pressures subscale, participants with criminal justice involvement perceived more negative pressure. Supplemental analyses revealed that specific items in the MAES showed marked differences: "People tried to force me to come into the program," and "I was threatened with commitment." With regard to psychiatric symptoms and re-covery attitudes, only the "non-domination by symptoms" subscale of the RAS was significant. The finding with regard to this subscale, which includes items related to ability to manage psychiatric symptoms, suggests that participants who had criminal justice involvement during the follow-up period felt less able to cope with psychiatric symptoms. This was also supported somewhat by a non-significant trend for participants with criminal justice involvement to have had more psychiatric symptoms as measured by the CSI. As previously stated, scores on the CSI are indicative of clinically significant symptoms for the majority of participants. Participants' pooled scores on the CSI were normally distributed, D(50) = 0.105, p > .05, and were not significantly different between courts A and B, t(39) = 1.09, p > .05. The mean total score for the RAS indicate that defendants held a somewhat optimistic view of mental illness and their prospects for recovery. Although one could not conclude that such attitudes are an artifact of being diverted, it is interesting to note such relatively high RAS scores at the point of diversion.
Finally, we used logistic regression to determine what constellation of variables were able to most accurately predict which participants would have criminal justice involvement in the 12-month follow-up period. We entered all variables that were found to be significantly associated with criminal justice involvement in the bivariate analyses discussed in Table 3 (African American race versus others, PPJ, MAES-Negative Pressures, and RAS-Non-Domination by Symptoms). Using a stepwise approach, we found that three of the variables, African American race (B = 2.12, SE = .92, Wald F = 5.33, p = .02), MAES-Negative Pressures (B = −6.03, SE = 2.65, Wald F = 5.2, p = .02), and RAS-Non-Domination by Symptoms (B = −.38, SE = .17, Wald F = 5.16, p = .02), remained in the equation and correctly predicted classification in the criminal justice variable 83.7% of the time. The PPJ variable was removed from the equation because it shared variance with the MAES subscale and was a weaker predictor overall. This indicates that these three variables: Note. 1 Perceptions of Procedural Justice Scale (PPJ); 2 Impression of Hearing Scale (IOH); 3 Colorado Symptom Index (CSI); 4 MacArthur Admissions Experience Scale (MAES); 5 Recovery Assessment Scale (RAS).
MAES-Negative Pressures, RAS-Non-Domination by
Symptoms, and race, all made an independent contribution to the prediction of criminal justice involvement in the year following enrollment in the MHC.
DISCUSSION
Our analyses suggest some interesting findings with regard to associations between perceptions of coercion and recovery and the prediction of criminal justice outcomes in MHC contexts. First, as hypothesized, perceived coercion in the MHC experience was negatively associated with perceptions of recovery among MHC participants. Specific aspects of perceived recovery such as hope and goal-orientation were inversely related to perceptions of coercion in the MHC context. That is, defendants who tended to endorse feelings of being coerced by MHC were less likely to self-report specific positive outlooks on their prospects for recovery. This finding suggests that not only may hope be an important element in the recovery process, it is inversely associated with feeling coerced to take a plea with MHC. Interestingly, aspects of coercion were correlated with gender, wherein female defendants were less likely to feel as though they were permitted to speak on their own behalf, and education, with those who were less educated also reporting less opportunity for voice and higher perceptions of being coerced in to the court. This finding may point to differential treatment in the courts included in the current study on the basis of gender and level of education and warrant further investigation looking specifically at the perceptions of court experiences of minorities, disempowered, and disenfranchised populations.
Regarding the effects of feeling coerced on subsequent criminal justice involvement, perceptions of "negative pressures"-a component of coercion-were found to be predictors of criminal justice involvement in the 12-month period following MHC admission, even when controlling for other factors that were related to criminal justice outcomes (African American race and perceptions of control over symptoms). This suggests that MHC participants who are less voluntarily "invested" in MHC process, and feel that they have been coerced into the process, are more likely to recidivate and therefore less likely to succeed in attaining the goals of MHC. It was unclear from the study findings to what extent perceptions of coercion were related to actual MHC practices. In previous analyses for the same study (Kopelovich et al., in press), we found that courts A and B differed significantly in the practices of MHC judges, with judges in court A demonstrating less procedural fairness than judges in the other courts studied. As there was a nonsignificant trend for participants in court A to have perceived more coercion than participants in court B, it is plausible that some portion of participant perceptions were related to actual court workgroup practice differences between the courts. Alternatively, it is equally possible that this correlation is attributable to defendants at higher risk for re-offense being more likely to report higher levels of perceived coercion and to be less engaged in the process (see Barber-Rioja et al., 2012 , for examples of risk factors for recidivism among a similar sample of MHC defendants).
The racial differences that were found in the prediction of criminal justice involvement are consistent with previous research reflecting higher arrest and incarceration rates among African Americans. In fact, Roque (2011) asserts that "the finding that African Americans are disproportionately arrested and incarcerated is one of the most persistent, historical 'facts' in crime and justice research" (p. 293). Although racial differences in levels of perceived procedural justice were not apparent in our sample, this may be an artifact of MHC settings. Studies have yet to surface regarding whether MHC defendants with lengthier histories of criminal justice involvement are more prone to have higher levels of PJ for their MHC experience than those without such histories, but a previous study conducted by the current authors indicates that research assistants tended to assign lower ratings of procedural justice than the defendants themselves gave (Kopelovich et al., in press ). More research is needed to ascertain how MHCs may be of particular benefit to African Americans in interrupting the cycle of criminal justice involvement. The research question, posed by the peer investigator, was the result of an understanding of Sen's Capability Framework; that persons in the American "caste" system were those with psychiatric and/or dual diagnoses whose disabilities became the cause of their criminal justice involvement. The question was, at its base, whether such persons could be backed out of the criminal justice system with the cooperation of defense and prosecuting attorneys, enlightened judges, as well as a community mental health system which tended to see such people in terms of the danger they presented to the other program participants.
Finally, contrary to the hypothesis that perceived recovery would be correlated with improved criminal justice outcomes, the current study was unable to detect a meaningful relationship between perceived recovery and subsequent criminal justice outcomes, with the exception of a subscale related to beliefs in control over psychiatric symptoms. This suggests that a specific aspect of perceived recovery-namely, the belief that one cannot control one's symptoms-might impact the likelihood that one will recidivate. Although the specific mechanism by which this might impact criminal justice outcomes is unclear, a plausible explanation might be that individuals who do not feel that they have control over their symptoms may be more likely to experience angry outbursts or use illegal substances in a way that may increase risk for re-arrest. Another interpretation regarding the relationships between participants' perception of their symptom control and criminal justice involvement might be that those who express little control over symptoms may feel somewhat absolved from responsibility for behavior not under their control or may engage less (or less meaningfully) in diversion services designed to reduce criminal behavior. Future studies should strive to collect information pertaining to psychiatric diagnosis to test whether the sentiment of having a sense of control over one's symptoms is associated with particular disorders that may themselves increase the risk of criminal justice involvement, such as substance use disorders. Alternatively, the belief that one has no control or agency regarding one's symptoms may create a sense of helplessness and hopelessness which, in turn, increases the risk of recidivism or disengagement from diversion services. Future studies should explore the degree to which newly enrolled MHC defendants endorse feelings of helplessness and hopelessness and assess for correlative associations.
Several limitations of the present study should be noted. First, we note that our project lacked a comparison group of persons with SMI who were not participants in MHC. This limits the extent to which we can conclude that findings are unique to MHC contexts or would occur with participants in any court setting. Second, our sample size was relatively small, limiting the generalizability of findings and reducing statistical power. Third, we note that the 12-month period in which we examined re-arrest and reincarceration is relatively short, and research examining longer follow-up periods is needed. Finally, the small and unequally distributed sample represents another limitation to the current study. Because the same three-month window of baseline data collection was maintained for each of the four sites, those Mental Health Courts that enrolled few new defendants during the data collection window did not add substantially to the total sample size. Aggregating data of all four courts obscures the heterogeneity of the defendants and their experiences in each court. This small sample of MHC participants was further reduced by attrition on follow-up, thereby attenuating the study's statistical power.
How MHCs influence defendant agency, opportunity, and choice to engage in community based services and treatment remain unanswered. MHCs presume that participants voluntarily surrender some autonomy in exchange for guidance from MHC teams that aims to reverse problems of lives on the street associated with trouble with the law. Specific mechanisms merit testing and specification with respect to what factors of MHC forensic teamwork influence (or fail to influence) individual motivation for renewed life trajectories toward recovery. MHCs aim, to equip participants with the tools, resources, and services they need to lead law abiding, community-integrated lives of value, warrants broader inquiry. Observations made by research team members indicate that the actions of the diversion treatment team are likely to be as important to participants' experience and engagement in MHC process as the activities that occur within the court, especially the actions of the judge (Kopelovich et al., in press ). Closer and more extensive observations of the diversion treatment teams are suggested to characterize their interactions with defendants, and to assess the extent to which recovery-oriented practices are associated with defendants' perceptions of procedural justice or coercion, their subjective and objective recovery outcomes and their authentic engagement in court processes.
